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One Hundred Years 


QO. B. CHAMBERLAIN, M. D. 
Charleston, S. C. 


A presidential address by custom, is an attempt to 
present and comment upon the “state of the Union.” 
Anyone who would set out in the field of medicine to 
pursue such a course, in this the year 1948 would 
indeed be brave. While it is true that each generation 
and age regards its particular problems as critical, 
those of us who are present today are, by common con- 
sent, in the most extraordinary age the world has ever 
known. For the first time in his career, man has pro- 
duced a Frankenstein capable of instantly destroying 
the entire race, and leaving this planet bare of human 
life to begin anew the evolution of a dominant species. 
The idea is staggering and its implications awe-in- 
spiring. Perhaps the tragic and somber thoughts 
engendered by the contemplation of our danger will 
sober us into a realization of the necessity of develop- 
ing our emotional control as we have developed our 
intellectual power. The present national news and the 
prevalent world tension does not as yet give much 
promise of that happy solution. But we shall continue 
to hope because otherwise there is little light. Some 
one has noted that a French diarist of one hundred 
years ago quotes the scientist Berthelet as making this 
startling prophecy, “In a hundred years man with his 
ingenious mind will divide the atom, and shortly there- 
after God will come down from Heaven, jingling his 
keys and saying, “All right, gentlemen, it’s just about 
closing time.’” Let us fervently trust that the latter 
part of this prophecy does not prove as accurate as 
the first. 


Our meeting commemorates one hundred years of 
our organized life. I shall not attempt to summarize 
the events of those years. Our much esteemed col- 
league, Joe Waring, who has done yeoman’s work in 
preparation for this celebration, has performed a 
magnificient service to our Association by writing a 


_history of these one hundred years of progress. You 


— 


\} ; 
\ 
Y >" (Presidential address, delivered at Centennial Meet- 


ing, Charleston ). 


have received or will receive a copy of this accurate 
and scholarly work. 


1848 were different from our 
problems. The practice of medicine was concerned 


The problems of 


mainly with the relief of symptoms, in pioneer com- 
munities. The corner stones of our present science of 
medicine was virtually unknown. During these past 
one hundred years were to come the discoveries of 
cellular pathology, microscopic anatomy and _ pathol- 
ogy, bio-chemistry and _ physiology, and, most 
important of all, bacteriology. This last, combined 
with anesthesia, gave rise to aseptic surgery, and the 
ability to explore all parts of the human body with 
comparative safety. Finally the last few decades has 
produced discoveries which has led to a knowledge of 
hormones, with an insight into the nervous and chemi- 
cal integration of the body. We are now beginning to 
grasp the concept of the body as a whole, and to 
understand how, as some one has put it, “fear and 
resentment can produce ulcers.” 


Running on parallel tracks, as it were, with this 
progress in the scientific knowledge of disease, has 
been the changes of the social aspect of medical 
practice. Many of us would hesitate to use the word 
“advances” in this particular aspect of our review. 

The doctor of 1848 and his patient were singularly 


“on their own.” Hospitals were unknown, except as 
poor houses, and pest houses. Clinics, laboratory help, 
auxillary aids in diagnosis were years in the future. 
The concept of community, or national responsibility 
was dim indeed. Boards of health, if existant at all, 
consisted of committees without funds or plans of 
procedure. There was no state aid, and federal aid was 
in the dim and distant future. The high cost of medical 
care had not as yet become a problem. Let us visualize 
a South Carolina physician of 1848 who confronted a 
problem in the baffling illness of the daughter of a 
prosperous planter. Let us say the doctor lived in 
Darlington. He would very probably have consulted 
the learned and scholarly Dr. Moultrie, dean of the 
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faculty of medicine at the Medical College of South 
that 
have suggested the Americas’ greatest figure, the elder 


Carolina. Non-plussed, gentleman might well 


deCosta of Philadelphia. A sea-voyage finally brought 
our patient to Philadelphia the center of American 
half 


gentleman could have exhausted all modes of inquiry. 


Medicine. In a_ short hour, this distinguished 
Besides his own senses, the worthy consultant had one 
crude help only. He could inspect, and taste, the 
urine. In 1848, a fee of twenty-five or fifty dollars 
would be an excellent return for a half-hour’s interview 
with the doctor, whose office consisted of one or two 
rooms in the ground floor of his brown brick house on 
Walnut Street. And so the girl from South Carolina 
would receive all that American Medicine could offer 
for twenty-five dollars and the expenses of her trip. 
The cost of treatment was generally in terms of travel. 
Doctors prescribed balmy climates, and stimulating 
climates, dry climates and moist climates, in fact any 
differed 


physician resided. 


climate which from the one in which the 


I shall not, in contrast dwell upon the details of the 


contrasting situation which obtains in 1948. It is how- 


ever the cost of subsidizing the vast number of 
auxilliary aids which we have brought to the aids of 
inspection, percussion, and auscultation which has 
pyramided the cost of medicine, and made it the 
important, socio-economic question of the twentieth 


century. 


The vast amount of factual material which has ac- 
cumulated in the past hundred years has in equal 
degree changed the practice of medicine. At the turn 
of the 16th century Francis Bacon, in the pride of 
his incomparable 19 year old mind, could say “ I have 
taken all knowledge as my province.” In 1848 a young 
graduate would have considered that the entire range 
of medical art and science was set before him. The 
century has brought changes indeed. There are now 
15 boards in American medicine, each setting up 
standards which require many years of intensive study 
and training to meet. “General medicine” has itself 
become a specialty, and we of this association glow 
with pride when we think that our own beloved 


Buck 


America’s finest example of that most trying of all 


Pressley is universally considered to be 


specialties. 


Specialization has, perhaps, been necessary. But it 
has brought many complications. It is still proceeding. 
There is a distinguished alumnus of our college and an 
honorary member of the association who has for many 
years, in one of America’s great clinics, confined him- 
self to a study of the human retina, in health and 
disease. A colleague remarked that he wondered when 
Henry was going to announce that from now on he 
would confine his work to a study of the left retina 
alone. The two complicating factors of mounting cost 
and specialization have brought about striking changes 
in the form of medical practice. 
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In many parts of the world, Medical practice has 
been incorporated into state beauracracy. The mode 
varies in accord with the social facade of the country. 
language, 
with 
particularly keen interest what is happening there. | 


Since in temperament, traditions, and 


England is most nearly like us, we watch 


am sure I do not have to remind you that under the 
British 
socialization. To this socialization there is great resist- 


Labor Government medicine is undergoing 
ance upon the part of organized British medicine. The 
British Medical 


and prestige, closely approximates our American Medi- 


Association, in organization, power 
cal Association. It is significant that approximately 
84% of British doctors voted, in a recent poll, and 
90% 


plan. This, in spite of the fact that the income levels 


of the votes were opposed to the government 


under the beaurocratic plan were quite liberal. It is 
said that the organizers of the plan deliberately set the 
financial returns quite high in order to lure medicine 
into the fold. The fact that British medicine, almost to 
a man, was against the act, indicated that income was 
not the reason doctors do not wish to be regimented 
into a beaurocratic framework. 


Rather, to paraphrase the editor of Collier’s in a 
recent thoughtful paragraph, it‘is the sound conviction 
of all honest and experienced physicians that medicine 
in its double aspect as art and science, flourishes best 
in a free and democratic mode and that the doctor- 
patient relationship is a real and not sentimental factor 
which must have primary consideration. 


Perhaps the most clinching argument in the whole 
matter is a modification of the old adage that “the 
proof of the pudding lies in the eating.” Under the 
ideals inculcated during the past hundred years, 
American medicine has attained a position without 


parallel in the history of the world. 


The experiences of the last two wars, in which a 
large proportion of American physicians took an active 
part, served to reinforce the feeling that socialization 
of medicine brought many evils. It can be said without 
fear of successful contradiction that where military 
medicine was good, it was because of the employment 
of the methods employed in our American civilian 
medicine, without administrative interference and red 
tape bungling. On the other hand, when Snafu and 
inefficiency was present, it could be clearly traced to 
that same beaurocratic rigidity which we regard with 
justified suspicion and contempt, and which certain 
contemplated laws would thrust on us now. No one 
wishes to return to the primordial situation of 1848, 
but the vast majority wish to avoid the strangling 
influence of regimented national socialistic medicine. 
A few years ago Dr. Bauer put the matter in words 
with which most of us find ourselves in agreement. 


“We advocate continued expansion of the practice 
of medicine, with full approved 
voluntary hospital, medical, indemnity, industrial and 
commercial insurance against the cost of medical care; 
the development of public-health 


development of 


and _ diagnostic 


ene oer 
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facilities everywhere; the use of the voluntary insur- 
ance principle in caring for the medically indigent; 
the development of hospital facilities where present 
facilities are used to the utmost and are still in- 
adequate; the use of federal funds to aid communities 
in public health measures, care of the indigent and 
construction of necessary hospitals when these com- 
munities are unable to finance the projects, but with 
retention of local administration. In a word let us 
move ahead steadily, but carefully, in a sound, 
evolutionary manner. We must not be stampeded into 
discarding and destroying what has given an un- 
paralled health record. Let us not forget that private 
enterprise has made America what it is.” 

There were many differences between the training, 
the conditions under which work was carried out, the 
technical tools, and the social-economics problems of 
those of us who are in meeting today, and these found- 
ing fathers of ours who in 1848 initiated the South 
Carolina Medical Association. But there were great 
similarities. Some of the problems are as old as time, 
and human nature changes little. It may be interesting 
to glance at some of the proceedings of that founding 
meeting. I quote from Dr. Waring’s book. 

“Monday, Feb. 14, 1948 

Pursuant to circulars issued by the Medical 
Society (this was the “Medical Society of S. C.” 
founded in 1789 by 10 gentlemen practitioners of 
medicine in the city prior to the year 1783, who met 
at the residence of Dr. Peter Fayssoux and unani- 
mously agreed to form a Medical Society), a large 
number of medical men, from all parts of the state, 
assembled at 10 o'clock this morning, at the Hall of 
the Apprentices Library Society. 

On motion of Dr. Wragg, the meeting came to order 
and Dr. James Moultrie was called to the Chair, and 
Drs. Cain of Charleston and Johnson of Camden, 
appointed secretaries. 

The following gentlemen as officers of the Conven- 
tion were thereupon unanimously elected: 

President 
Dr. James Moultrie of Charleston 


Vice Presidents 
Dr. C. Ready — Edgefield 
Dr. Isaac Branch — Abbeville 
Secretaries 
Dr. D. J. C. Cain — Charleston 
Dr. R. Johnson — Camden 


The convention then proceeded to pass upon certain 
resolutions, first resolving itself in a “State Medical 
Association.” Many of these resolutions bring sharply 
into mind the kinship between ourselves and these 
doctors of a hundred years ago. I quote from a few: 

“Resolved that in our transactions with apothecaries, 
we will deal exclusively with those who abstain from 
recommending and vending quack or patented medi- 
cine, whenever we have the option.” 


Here is one, which with a few changes might have 
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been passed this year, since it so closely simulates the 
activity of our association in State health matters. 


“Be it resolved, that the Report on the Registration 
of Births, Marriages and Deaths, with an accompany- 
ing memorial, be presented to the Legislature of its 
next session, and Resolved that the members of this 
convention and the members of the Medical profession 
throughout the State be requested to explain to the 
Representatives and Senators in their districts, the 
importance of the measure and use their best exertions 
to obtain the passage of the bill.” 


It was moved that the President be requested to 
furnish the members of the Convention with certificates 
of membership to enable them to return on the rail- 
road free of expense. Adopted. 


The insistence on good and sound education which 
organized medicine has always maintained and_ its 
support of its colleges is strikingly exemplified in the 
following preamble and resolution offered by Dr. 
Dendy: 


“However much other causes may tend to embarrass 
medical reform, we nevertheless regard the failure of 
Medical Colleges to require a strict conformity, even 
to their present low standard, as an impediment worthy 
of the most serious condition. And while it affords us 
much pleasure to know that the Medical College of 
South Carolina stands among the first, in her pre- 
paratory requirements and in the enforcement of them, 
we feel that more may yet be done to elevate her still 
higher. 


“It is apparent to all of us that the term of lecturing 
in all our Medical Colleges is entirely too short to 
enable the different Professors to do that justice to 
their subjects which their importance demands, and 
that it is far too short to enable students profitably to 
receive the amount of instruction which should be con- 
tained in a course of lectures. The door of entrance 
also into Medical Colleges is not sufficiently guarded. 


“The neglect on the part of first course medical 
students to attend regularly the lectures, is an evil of 
great magnitude. It is not only an obstacle to the at- 
tainment of Medical knowledge, but it tends to con- 
sequences far worse—the destruction of morals. 


“The examinations for the degree of M. D. are not 
generally conducted with sufficient care to secure the 
ends contemplated by their institution. And as this 
Convention feels the greatest interest in the prosperity 
and usefulness of the Medical College of South Caro- 
lina, and as we look to her as the guardian of the Medi- 
cal profession of this State, and as the institution which 
is to prepare those to whom are to be entrusted the 
progress and perpetuity of all reforms in the Medical 
profession, therefore 

“Resolved, that this Convention does earnestly 
recommend, that the Medical College of South Caro- 
lina, lengthen the term of lecturing, from four to six 
months, that she may better guard the door of 
entrance and secure the attendance of first course 
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students by examinations; also that she should conduct 
her examinations for the degree of M. D. 
rigidly. 


more 


“Resolved, that should she adopt the above recom- 
mendations, we will use our influence in her support.” 
The future is, for reasons foreign to the ideals and 
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hopes of medicine, uncertain. But if we maintain, in 
the and in- 
domitable spirit of these forefathers, we may see the 


our lives and our endeavors, courage 
next one hundred years bring to fruition miracles only 
dimly visioned now. Let us salute them and seek to 


emulate their spirit. 


Saddle Block Anesthesia In Obstetrics 


Report Of 235 Consecutive Cases 


ROWLAND F., ZEIGLER, Jn., M. D., F.A.C.S. 
Florence, S. C. 


Pitkin and McCormack! published their paper on 
“Controllable Spinal Anesthesia in Obstetrics” in 1928. 
They described a form of low spinal anesthesia which 
was confined mainly to the perineal area, thus the 
term saddle block. The block, however, failed to gain 
widespread popularity at that time, because the 
anesthesia did not always remain localized in the 
originally intended spinal segments, but at time? 
spread over a more extensive area. This difficulty has 
been eliminated by the addition of glucose to the 
anesthetic drug. Adriani and Roman-Vega2 showed 
that the addition of glucose to the solution of drug, 
made the solution hyperbaric or heavier than spinal 
fluid. Apparently, the glucose also inhibits diffusion of 
the drug. Baker3 and his workers added small amounts 
of ephedrine or adrenalin to the glucose-drug solution, 
believing that this further increased and prolonged the 
localization of the mixture to the desired segments, by 
its vasoconstrictor effect on the arachnoid capillaries. 


Since the publication of Parmley and Adriani, 
“Saddle Block Anesthesia with Nupercaine in Ob- 


stetrics”4 in 1946, various types of low spinal anes- 
thesia are being used increasingly in obstetrics with 
excellent results as to relief of pain, safety to mother 
and baby, and with a minimum of the heretofore 
feared side effects of spinal anesthesia in the ob- 
stetrical patient. 
MATERIAL STUDIED 

Since February 1947, saddle block anesthesia has 
been administered to 235 obstetrical patients at The 
McLeod Infirmary. 


Primigravida —126 
Multigravida —109 


Youngest patient 
Oldest patient 


— 15 years 

— 42 years (a grav. II with a 24 
year interval 
nancies ). 

All of the injections were personally supervised and 
administered by the author. The block was given 
routinely when the time element in the progress of 
labor allowed, and when there was no definite contra- 
indication. It was not reserved for those patients known 
to have normal positions. 


between preg- 


From the Department 
Infirmary, Florence, S. C. 


of Obstetrics, The McLeod 


Presentation: 
Vertex —220 
Occiput anterior — 163 
Persistent occiput posterior or 
transverse arrest — 48 
Breech — 15 
Transverse — | 
Twins — 5 sets 
Pre-eclampsia — 8 
Diabetes Mellitus -- 2 
Premature babies (less than 4 Ibs.) — 11 
One patient had bilateral inguinal herniae 
The block was not used merely for terminal anes- 
thesia, but an attempt was made to relieve the latter 
part of the first stage of labor as well as the second. 
third and reparative stages. The injection was made 
when delivery was thought to be imminent within 
2—2-1 /2 hours. Analgesia in early labor was estab- 
lished when necessary by the use of barbiturates, or 
demerol and hyoscine. 
TECHNIQUES AND MATERIALS 


The technique and materials used were essentially 





those of Adriani and Parmley,4 as modified by the 
Baker3 group in New Orleans. 
Materials: 
Sterile gloves 
Sterile pack 
20 gauge lumbar puncture needle 
5 ec. hypodermic syringe 
2 cc. hypodermic syringe 
21 gauge mixing needle 
5 gauge hypodermic needle 
Solutions 
2 cc. ampoule of 1—200 sol. nupercaine (10 

mg. ) 
cc. ampoule of 10 percent glucose 
cc. ampoule ephedrine Hcl. 5% and pro- 
caine Hcl. 1% 


to to 


to CG 


The ampoules are kept in a jar under a solution of 
tr. merthiolate. The latter the 
sterilizing agent because its color will penetrate a 
pin-point break in an ampoule that might otherwise 
escape attention. the 
is longer-acting than other 
spinal agents, and can be used in much smaller 


was chosen as 


Nupercaine was chosen as 


anesthetic drug, as_ it 
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amounts, because of its potency. Cosgrove5 in 1930, 
used nupercaine for obstetrical anesthesia, but 
abandoned it because the extent of anesthesia was 
difficult to control and there were unsatisfactory re- 
sults. The extent of anesthesia now can be safely con- 
trolled by making the nupercaine solution -hyperbaric 
with glucose, and by carefully following a proven 
technique of administration. 


Technique: Sterile gloves are put on, and the 5 ce. 
syringe is flushed first with 1 cc. of glucose solution, 
and then with 1 cc. of nupercaine solution. This is 
important because nupercaine in aqueous solution is 
precipitated in the form of an insoluble base by con- 
tact with the slightest amount of alkali. An alkaline 
residue may remain in the syringes from sterilization 
methods. %—1 cc. 2.5—5mg) of nupercaine is then 
drawn into the syringe, followed by 1 cc. of glucose, 
and 0.4 ce. of the ephedrine-procaine ‘solution, and 
they are mixed. 1 cc. of procaine solution is drawn 
into the 2 cc. syringe for the skin wheal. Lumbar 
puncture is performed with the patient in the sitting 
position. This is simplified if the patient sits near the 
edge of the table or bed, with her feet on a stool in 
front of her, her arms across her chest, and her head 
flexed on her chest. An assistant sterilizes the puncture 
site, then stands directly in front of her with his hands 
supporting the patient’s shoulders. She is encouraged 
to lean forward slightly and “bow” her back out. The 
fourth or third lumbar interspace is used for the punc- 
ture. 


No technical difficulties were encountered in this 
series. In one case there had been a previous spinal 
fusion, but the second interspace was entered, and 
satisfactory saddle anesthesia resulted. As little spinal 
fluid is wasted as possible, and the solution is rapidly 
injected into the subarachnoid space without mixing 
spinal fluid in the syringe. Care is taken not to inject 
the solution during a pain, however, because of the 
increased intrathecal pressure during a uterine contrac- 
tion. After injection, the needle is quickly withdrawn 
and the patient is made to sit up straight for 90 
seconds, by the clock, if 5 mg. of nupercaine was used. 
(If only 2.5 mg. of nupercaine was given, the patient 
need remain sitting up only 30 seconds, or if 4 mg. of 
nupercaine was given she is kept sitting up for 60 
seconds. In most of these cases, the 5 mg. dose was 
used. Smaller doses were used for the patients with 
short spines, or in those in whom a long anesthesia 
was not necessary, because of the proximity of de- 
livery ). If a contraction is occurring at the end of the 
90 seconds, or otherwise calculated time, the patient 
is kept sitting until its termination. She is then placed 
in the recumbent position with her head cocked up on 
a pillow. Distribution and level of anesthesia may be 
altered by varying the time in the sitting position. 
Usually within a minute the patient notices a pleasant 
flushing warm sensation, and in two to five minutes 
experiences complete relief from pains. It is rare for 
her to sense more than 2 pains after the injection, and 
the change in facial expression from one of pain, fear 
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and strain and apprehension, to one of pleasant re- 
laxation is dramatic. Many patients who have had pro- 
longed and exhausting labors, fall into a natural sleep, 
and a few have actually slept through the delivery. 
Six or eight minutes after injection, the skin of the 
abdomen is tested with pin pricks to determine the 
level of anesthesia. A definite change in perceptibility 
from dull to sharp should be noted not higher than the 
level of the tenth dorsal, the level of the umbilicus. 
All sensory fibers from the uterus are derived below 
this level and the motor fibers apparently above. The 
degree of anesthesia decreases as one ascends the cord. 
“The sensory and autonomic fibers of a mixed nerve 
are more sensitive to a local anesthetic drug than the 
motor,”4 thus by having the greatest concentration of 
the drug in the sacral and lumbar areas, there is no 
diminution in the number of contractions. Neither are 
the recti muscles affected appreciably, and the patient 
can bear down if requested. During the first 10 or 15 
minutes after injection the height of anesthesia may 
be altered slightly if necessary by postural changes. 
After the anesthesia has “set” for 15 minutes, its level 
is not altered by placing the patient in lithotomy 
position. 


RESULTS 


Method of delivery: 


Low (outlet) forceps —162 
Mid-low forceps — 48 
Breech extraction — 26 
Ritgen’s maneuver — 4 


Management of persistent occiput posteriors and 
transverse arrests: 


Scanzoni maneuver — 28 
Podalic version — 7 
Delivered as posterior — 12 
Manual rotation — | 


In one twin case the second twin was delivered by 
breech extraction after a podalic version, without the 
addition of supplementary anesthesia. Two other 
podalic versions (high transverse arrests) were done 
without additional anesthesia. These versions were 
done between uterine contractions. 


Perineal repairs: 


Episiotomy —124 
1 degree laceration — 4) 
2 degree laceration — 8 
3 degree laceration — 2 
Elective perineorrhaphy — 8 
Additional (terminal) anesthesia— 19 
Ether — 13 
Ethyl chloride inhalation — 6 


Reason for additional (terminal) anesthesia: 
Elective (for podalic version)— 7 
Pain — 12 


Theré was only one complete failure of anesthesia 
in the series. This occurred in a primigravida who was 
given a repeat injection 15 minutes after the initial 
one, as there was no evidence of any anesthesia. 
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Particular care was taken to prevent a technical error 
with the second block, and a free interchange of spinal 
fluid injecting. 
Again, however no relief of pain was afforded and 


into the syringe was noted before 
only a few transient areas of paresthesia in the legs 


were noted. It was assumed that she therefore was 
not susceptible to nupercaine, and she was eventually 


delivered under ether anesthesia. 


Of the remaining eleven cases who actually needed 
additional anesthesia at the time of delivery for reason 
of pain, six were difficult midforceps deliveries of large 
babies, three of which were persistent occiput posterior 


positions requiring Scanzoni maneuvers. 


Repeat saddle blocks during the same labor were 
done 5 times, all in primigravidas. One repeat was in 
the above mentioned failure, another was successfully 
repeated in 15 minutes, and the others were done 
because of return of sensation of uterine contractions 
before time of delivery. The shortest interval between 
repeat blocks was one hour and fifty minutes, and the 
fifteen The 
receiving a second block were completely relieved 


longest, three hours, minutes. patients 

° ° . 
again and proceeded uneventfully through delivery. 
The longest interval between administration of saddle 
block and delivery was four hours, forty-five minutes, 


and this delivery was completely painless. 


There were no precipitate, spontaneous deliveries 
under the saddle block, though this might occasionally 
occur in a very relaxed multipara. It practically never 
occurs in the primigravida; the presenting part will 
conveniently wait on the perineum for the accoucheur, 
and thus will spare the delivery room personnel the 
excitement and frenzied rush usually attendant with 
the appearance of a bulging perineum. 


Small doses of pitocin were occasionally used in the 
second stage of labor with no untoward effects. When 
used, the pitocin injections were made on the inner 
thigh surface, and were therefore painless. 


Two retained placentas occurred, and were manually 
removed painlessly without additional anesthesia. 


Episiorrhaphies and repair of lacerations were com- 
pletely painless in all cases. One cervical laceration 
occurred and was repaired. Perineal anesthesia lasts 
far beyond relief of uterine pain because of the con- 
centration of the anesthesia solution in the conus sac. 


SUMMARY OF RESULTS 


Satisfactory relief from pain of labor with saddle 
block anesthesia alone was attained in 234 cases up 
to time of delivery, and 216 cases through actual de- 
livery. There was cone complete failure of anesthesia, 
and terminal anesthesia was necessitated at the time of 
delivery because of pain in 11 other cases. In 7 cases, 
elective terminal general anesthesia was administered 
to facilitate podalic version. 
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MORBIDITY 


There were no maternal deaths in the series, and 


there were no incidences of “spinal shock,” drug 
allergy, or postpartal or meningeal infection. There 
was no evidence of uterine atony or hemorrhage, and 
the impression was received that postpartal bleeding 
was perhaps less than with general anesthetics. One 
patient had excessive vaginal bleeding on the 8th post- 
partal day and a retained placental fragment was 
curetted from the uterus. All patients were allowed 
early ambulation, and there were no incidences of 
nerve or back injury. Severe post-spinal headaches oc- 
curred twice and lasted from the third to the four- 
teenth days. 

There were 4 fetal deaths in the series: 

(1) Erythroblastosis fetalis — expired 3 days. 
(2) Probable 


days. 


cerebral hemorrhage — expired 3 


(Pre-eclamptic primigravida with prolonged 
labor and persistent high occiput posterior posi- 
tion; version delivery ). 

- expired 8 hours; & 


(3) & (4) Premature twins 


5 days. (Each twin weighed less than 3 Ibs. ) 
DISADVANTAGES 


Nausea and vomiting shortly after the administration 
of the anesthesia was the most unpleasant feature in 
many cases, early in the series. This occurred most 
trequently when the stomach was not empty. As this 
series progressed the incidence of nausea or vomiting 
was decreased as patients were allowed nothing by 
mouth after labor was established. 

At times labor is slowed, especially in the second 
stage, because of the absence of bearing down stimu- 
lus, and there may be loss of station at times, when 
the presenting part is not well engaged. The incidence 
of operative deliveries is therefore increased. In the 
second stage of labor, however, considerable expulsive 
force can be exerted by the patient, if she is told when 
she is having a contraction and is instructed to go 


through the motion of straining down. 


Persistent occiput posterior position, or rather fail- 
ure of rotation, apparently occurs more frequently 
under saddle anesthesia because of the complete re- 
laxation of the pelvic musculature. 


Postpartal urinary retention may be slightly more 


common, however more than the catheterization is 


seldom necessary. 

Postpartal headaches occasionally occur and do not 
respond to ephedrine, gynergen, benzedrine, or the 
usual mild anodynes. They are usually relieved by 
lying flat in bed. No headaches occurred in the last 
150 cases of the series, (after the routine use of a 
tight abdominal binder 12 hours postpartum was em- 
ployed ). This was suggested by Weintraub6 et al, who 
showed that “the two factors responsible for the head- 
ache are: first, and more important, the sudden release 
of intra-abdominal pressure following delivery, super- 
imposed on the action of the anesthetic; and second, 
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spinal fluid leakage.” A pooling of blood in the 
splanchnics results from the sudden release of intra- 
by the 
paralysis resulting from the anesthetic drug action on 


abdominal pressure augmented vasomotor 
the sympathetic nerves. Weintraub6 demonstrated that 
dramatic relief from post-spinal headache is afforded 
by a simple tight abdominal binder, although almost 
50 per cent of the patients may show no evidence of 


orthostatic hypotension and /or tachycardia. 


Spinal shock is a potential hazard, but is apparently 
rare because of the small amount of drug used and its 
localization chiefly to the caudal area. 


CONT RAINDICATIONS 


(suggested by Schmitz and Baba (7) ) 


Obstetrical complications such as disproportion, 
placenta praevia, abruptio placenta, ete. 
(2) Poor general condition, such as shock, coma, 


hypotension, or sepsis. 


(3) Diseases of the spine, cerebrospinal system, or 
skin at the site of puncture. 

(4) Drug hypersensitivity. 

(5) Unfavorable patients, such as those with 


chronic backache or headache, or those de- 


siring to be asleep. 
PRECAUTIONS 


Strict attention must be paid to details of technique, 
solutions must be pure, and the apparatus must be 
scrupulously clean. No injection should be made when 
the puncture needle yields a bloody tap, because of 
the high toxicity of nupercaine, even in small amounts, 
if introduced accidentally into the blood stream. If 
the puncture needle causes radiating pain, no injection 
should be made because of the danger of cord or 
nerve injury. Schmitz and Baba7 recently reported 
one case of foot drop resulting from a low spinal 
anesthesia. Oxygen, ephedrine, and adrenalin should 
always be kept on hand in case of fetal anoxemia and 
bradycardia caused by sudden maternal hypotension.7 


CONCLUSIONS 


this series is small, it illustrates the 


practicability of the use of saddle block anesthesia in 


Though 


obstetrics in the smaller general hospital without bene- 
fit of a department of medical anesthetists. The results 
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obtained suggest conclusions in accord with those of 
much larger series recently reported.7, 8, 9 


A high incidence of outlet forceps deliveries pre- 


vails. This is common to most regional anesthetic 


methods. 


The favorable effect on the baby, plus the minimal 
trauma to the birth canal which can be achieved when 
such a high degree of perineal relaxation is attained, 
suggests that this type anesthesia for certain operative 
deliveries from below has many advantages over in- 
halation agents.9 


Rapid relief of the discomfort of labor and delivery 
is effected in more than 90 per cent of cases, with 
maximum safety to mother and baby, and particularly, 
the premature baby. 


Technique is not complicated, a minimum of para- 
phernalia is required, and nursing care is simplified. 


The method is satisfactory to patient and relatives, 
as well as obstetrician and nurses. 


It seems apparent that since the advantages are 
many and the disadvantages few, low spinal anes- 
thesia at present, is the one of choice in obstetrics. 
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The Technic Of Saddle Block Analgesia 
In Obstetrics 


Wituiams McIver Bryan, Jr., M. D. 
From the Department of Obstetrics and Gynecology 


The University of Tennessee College of Medicine, 


Memphis 


In searching for yet another method to relieve the 
pains of childbirth, many obstetricians have tried the 
method of “saddle block” analgesiat during labor and 
delivery. 

The term “saddle block” is a descriptive one de- 
fining the area of the lower abdomen, perineum, and 
thighs affected by the subarachnoid injection of the 
drug used. The result of the spinal injection is anal- 
gesic rather than anesthetic in that it relieves pain 
without loss of consciousness. 

The data to be mentioned are derived from the ex- 
perience of following some 1000 cases personally or 
under supervision while on the obstetrical service of 
The University of Tennessee and the John Gaston 
Hospital, Memphis, and other hospitals. These cases 
were done over the period of January 1, 1947 through 
April 1, 1948, and do not necessarily reflect the 
opinions of others but merely emphasize personal ex- 
perience in these cases. 


It is manifestly difficult to ascertain which of the 
preanesthetic drugs is best for the patient in active 
labor. After being assured that a low spinal injection 
(often used synonymously with “saddle block” 
analgesia) is desired by the patient and that she is 
in active labor as determined by progressive uterine 
contractions and dilatation and effacement of the cer- 
vix, seconal grains 1-1 /2 or nembutal (pentobarbital 
sodium) grains 1-1 /2, or sodium amytal grains 1-7 /8 
to grains 3 may be given orally, the latter drug being 
preferred in the hypertensive patient as it tends to 
lower the blood pressure. The barbiturates are used 
as an amnesic drug—are not analgesic, and cannot be 
depended upon to produce sedation or sleep in the 
presence of pain.2 Analgesic drugs as morphine grains 
1 /6 or demerol milligrams 100 may be given in con- 
junction with the 
hyoscine grains 1 


amnesic drug scopolamine or 
150 once the patient is in active 
labor and at the discretion of the physician. Respiratory 
depressant drugs are withheld in the event of fetal 
immaturity. 

The primigravid. patient is usually given the “saddle 
block” injection when the head is engaged and the 
cervix fully effaced and dilated 8 cm. The multigravid 
patient is given the subarachnoid tap when the cervix 
is less dilated, usually 6 to 7 cm., the choice of time 





(Author—Dr. Bryan is a graduate of The Medical Col- 
lege of South Carolina (1944), and is now engaged in 
special study in gynecology and obstetrics at The 
University of Tennessee ). 


necessarily depending upon the position and station 
of the fetal head, the state of the membranes, and the 
progress of labor. 


Method 


The patient is supported in a sitting position with 
the legs over the edge of the bed and with her back 
exposed to the operator. The patient is never allowed 
to sit up if the perineum is bulging for fear of damage 
to the fetal head. With position for a spinal tap 
assumed, the operator using sterile gloves and face 
mask, washes a large area of the back with alcohol 
and then tincture of merthiolate or any other accepted 
antiseptic agent. He identifies the L-4 interspace, and 
using a 22 gauge needle quickly pierces the skin and 
slowly penetrates the fascia, then enters the sub- 
arachnoid space. We think preliminary infiltration of 
the skin prior to the spinal tap is only an added and 
useless painful stimulus. Unless under increased pres- 
sure, the spinal fluid will drip from the needle slowly. 
The syringe containing the drug to be used is con- 
nected to the spinal needle and, being assured that a 
uterine contraction is not present, the injection is made 
rapidly, taking about 2 to 3 seconds. However, before 
the injection is made, it is necessary to aspirate just 
enough spinal fluid to make sure one is still in the sub- 
arachnoid space. Barbotage is never practiced. The 
needle is removed slowly, allowing the tissues to close 
in around the puncture site and lessen chances of loss 
of spinal fluid. Immediately at the end of the injection 
the patient is timed in the sitting position for 30 
seconds, then allowed quickly to assume the recumbent 
position with head on a pillow and anteflexed. The 
patient is encouraged to remain as quiet as possible, 
and the blood pressure is immediately taken since the 
most alarming hypotension usually occurs early. Ephe- 
drine grains 3/8 may be given intravenously slowly 
(3 minutes) in case hypotension causes sweating, 
pallor, extreme nausea, or fetal heart tones lower than 
90 per minute. Since many of the blood pressure falls 
are not severe and are only transient, it is best not to 
rush into the hurried use of vasopressor drugs. First, 
the patient should breathe oxygen. Simple elevation of 
both lower extremities to a 70 to 90 degree angle with 
the recumbent body often quickly corrects a transient 
hypotension. It is, however, imperative that one have 
oxygen, ephedrine, methedrine, and coramine quickly 
available. 


Although five different drugs were used in the 
present series, only two will be mentioned for the 
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sake of simplicity—“Heavy” Nupercaine (Ciba) and 
Metycaine 1.5 per cent solution (Lilly). Both drugs 
are made hyperbaric by the addition of dextrose, thus 
making the solution heavier than spinal fluid so that, 
with the patient in the upright position, it gravitates 
to the lower level of the spinal canal,- giving the 
saddle block analgesic effect. The drugs are prepared 
premixed in a small vial and need only withdrawal and 
injection of the proper amount, | cc. in case of Nuper- 
caine, 2 cc. in case of Metycaine. The addition of two- 
tenths (2/10) of a cc. of 1:1000 adrenalin to the 
solution is said to enhance the duration of effective 
analgesia. 


After injection the level of skin analgesia is tested 
with the patient lying in bed. If the proper technic 
described above is used with the patient lying on a 
flat non-sagging bed, the level will, in the greater 
percentage of cases, assume a skin analgesic level 
compatible with dermatone T-10 at the level of the 
umbilicus. Higher levels infer improper technic such 
as (1) spinal injection at L-3 or above, (2) permitting 
the patient to lie down in less than 30 seconds, thus 
allowing the hyperbaric solution to ascend the spinal 
canal to a too high level or (3) injecting the solution 
during a uterine contraction causing spinal fluid 
turbulence that forces the drug to higher than desired 
levels in the spinal canal. 


It is, of course, assumed that the physician prac- 
licing “saddle block” technic has a more than con- 
versant knowledge of spinal injections and its hazards, 
that he practices rigid aseptic technic, that he remains 
in constant attendance for at least one-half hour until 
a time at which the blood pressure has stabilized, and 
there are no subjective signs of distress or objective 
findings of lowered or irregular fetal heart tones. 


The absolute contraindications to spinal analgesia 
are: diseases of the central nervous system; moribund 
patients; blood stream infections; pernicious anemia 
with cord symptoms; arthritis, spondylitis and other 
diseases of the spinal column; pyogenic infection of 
the skin at or adjacent to the site of the lumbar tap. 


Relative contraindications are hysteria or excessive 
nervous tension—both conditions which presuppose 
more than usual care in the selection of the proper 
preanesthetic medication. Other relative contraindica- 
tions to spinal puncture are: chronic backache; 
sensitivity to drugs; the possibility of severe hem- 
orrhage during operation; hypotension (in cases not 
due to Addison’s disease or associated with shock, this 
has become of relatively little importance because of 
the effectiveness of ephedrine: in restoring the blood 
pressure to normal). Hemorrhagic spinal fluid is 
another contraindication to intraspinal injection unless 
the operator can enter another interspace and receive 
clear spinal fluid. Spinal injections should not be done 
in the face of cardiac decompensation or massive 
pleural effusion. 
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Impressions Gained from the Use of the “Saddle 
Block” Technic 


1. Simplicity of method of “saddle block” technic if 
all contraindications are strictly adhered to. 


to 


Usefulness in cases of upper respiratory infections 

where inhalation anesthesia would be dangerous. 

3. The mean duration of complete analgesia from 
uterine contraction pain will average 2 hours. 
Perineal analgesia is longer by 1 to 2 hours. 

4. A moderate increase of occiput posterior and oc- 

ciput transverse positions may be expected. 


5. A questionable increase in the duration of the 
second stage of labor may be expected. 


6. It must be emphasized that in breech presentation 
there is extreme relaxation of the lower uterine 
segment and birth canal in “saddle block” 
analgesia, and care must be exercised in working 
between uterine contractions and to avoid vigor- 
ous manipulation of the active upper segment of 
the uterus. 


7. It was determined that the best method of 
handling the second and third stages of labor was 
delivery of the baby slowly after the method of 
Dieckmann3 then the injection of ergotrate 0.2 
milligrams or 0.4 milligram is given intravenously 
after the placenta has been inspected and found 
complete. 


8. One may expect a third stage blood loss of less 
than 100 cc. in 70 per cent of cases. 


9. Of greatest importance is the fact that 95 per cent 
of babies delivered under “saddle block” technic 
will breathe spontaneously in less than one 
minute following delivery. In the premature in- 
fant this early spontaneous breathing is of extreme 
value. 


10. One may expect no blood pressure changes in one- 
third of the patients; a maximum fall greater than 
20 millimeters of mercury in 26 per cent of cases; 
seventy per cent of the total cases require no 
treatment for the fall in blood pressure. 


11. Only the first postpartum catheterization incidence 
is increased in the “saddle block” patient as com- 
pared with a control group having inhalation 
anesthesia. 

12. Postpartum headaches may be expected in 15 per 
cent of cases. Besides the usually accepted treat- 
ment a tight abdominal binder may be employed 
after the method described by weintraub.5 


13. Approximately 80 per cent of patients registered 
enthusiasm for the technic. 


Summary 
1. A discussion of the technic of “saddle block” 
analgesia in over 1000 cases has been presented 


along with certain impressions gained from the 


method. 








10 THe JoURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


2. Freedom from painful uterine contractions may be 
expected to last over two hours. 
3. Best application of the technic is for the pre- 


mature infant. 
4. The patients’ reaction to the technic was, for the 
most part, enthusiastic. 

I would like to express thanks to Dr. Frank E. 
Whitacre, Professor and Head of the Department of 
Obstetrics and Gynecology of The University of 
Tennessee College of Medicine and of the John Gaston 
Hospital, Memphis, for reviewing this report and 
allowing me to use material in his department. 
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The Use Of Pentothal As A 


General Anesthetic In Vaginal Delivery 


R. Brooxs Scurry, M. D. 


Greenwood, South Carolina 


Many agents have been used for terminal analgesia 
and anesthesia for vaginal deliveries in the past. Ether, 
chloroform, G. O. E., spinal and caudal anesthesia, 
have all been used with their various advantages and 
disadvantages. I have recently used pentothal as a 
general anesthetic for vaginal delivery in about 
twenty cases. I chose pentothal because of its follow- 
ing qualities: 

1. Ease of preparation and administration 

2. Rapidity and pleasantness of induction 

3. Lack of effect on uterine musculature 

4. Safety to mother and baby 

1. Ease of preparation and administration—The 
preparation of pentothal for intravenous anesthesia is 
certainly simple. We keep a sterile tray in the delivery 
room at all times so that the anesthetic can be fixed 
there. The tray contains two (2) 20 cc. syringes, two 
(2) 20 gauge needles (one long and one short), and 
one (1) small bowl. The solution is prepared by dis- 
solving one gram of pentothal in forty (40) cc. of 
sterile distilled water, making a two and one-half 
(2-1/2) per cent solution. This solution is ad- 
ministered intravenously by either a physician or 
nurse. We usually give six (6) to ten (10) cc. of a 
two and one-half (2-1/2) per cent solution as the first 
dose and follow this with two (2) to three (3) cc. at 
a time until adequate anesthesia is obtained. The anes- 
thetic is started at the time the cervix is fully dilated. 
Oxygen is given to the mother routinely. The average 
case in this series received about three quarters of a 
gram of pentothal. This was adequate in all cases to 
repair an episiotomy if one had been done. 

2. Rapidity and pleasantness of induction—The in- 
duction with pentothal is exceedingly rapid. The pa- 
tient is asleep from one to two minutes after the vein 
has been pierced. We have all had the rather un- 
desirable experience of having a patient fully draped 
for delivery and then have to pass through the excite- 
ment stage of an ether anesthesia. There is, of course, 


little sterility left after such an episode. The pleasant- 
ness of the anesthetic is another very definite ad- 
vantage. The sensation of choking and_ being 
smothered to death are entirely absent. 

3. Lack of effect on uterine musculature--It is well 
known that the barbiturates do not have an inhibiting 
effect on uterine musculature if given in small doses. 
Many investigators and clinicians use nembutal intra- 
venously for the control of pain during the first stage 
of labor. If a small amount of pentothal is given and 
the depth of anesthesia remains light, the patient may 
go on to a spontaneous delivery. If a deeper anes- 
thesia is given and a forceps delivery done, the third 
stage is not slowed as it is with many of the inhalation 
anesthetics. 

1, Safety to mother and baby—Pentothal has been 
used in approximately twenty cases and there has been 
no case of marked respiratory depression or of any 
anesthetic crisis of any kind. In this series, induction 
has been smooth, and the duration of anesthesia has 
been short. As mentioned above, oxygen is usually ad- 
ministered to the mother. The babies have all been a 
bit cyanotic but have all breathed spontaneously. I 
do not believe the degree of cyanosis has been any 
greater with pentothal than with ether. We have 
routinely used demerol, hyoscine and nembutal during 
the first stage of labor for control of pain. As we all 
know, this combination of drugs usually gives a cyano- 
tic baby. 

In the cases in which pentothal has been used, all 
but two were multipara. Three-fourths of the multi- 
para were delivered with low forceps and one-half 
had episiotomies. There was no postpartum hem- 
orrhage or lung complication. 

Summary: Eighteen (18) patients were delivered 
under pentothal anesthesia. The results were satisfac- 
tory. 

We believe there are many advantages to be found 
in the use of this drug in vaginal deliveries. 


PR ee ER 
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THE FIGHT IS ON 


During the recent political campaign, President 
Truman presented a Health Program prepared for him 
by Mr. Oscar Ewing. Physicians who read this pro- 
posal tended to smile somewhat indulgently as they 
thought to themselves, “Well, it’s the same old story 
of compulsory health insurance. Thank heavens we 
will stop hearing about that for a while when we get 
a Republican administration in Washington.” 

Came November 2—and Mr. Truman is in the White 
House for another four years. Now what are these 
same physicians saying? If they are talking at all, this 
is what you will hear, “For years we have been 
skirmishing around with the proposal for a system of 
federal medicine, and we have been able to win most 
of the skirmishes. But now the big fight is on. Each 
side is marshalling its forces and preparing for a battle 
to the finish.” 

There is no doubt that the big fight is on—and what 
the outcome will be no one can tell with any certainty 
at this moment. Each side has its strength and _ its 
weaknesses and each is mapping its strategy with skill 
and caution. Each opponent is claiming the eventual 
victory, yet neither one is underestimating the strength 
of the other. 

It is the type of battle which can only take place in 
a Democratic nation where the final decision will be 
made by the people themselves, expressed through 
their chosen representatives in the Congress. 


TWENTY-FIVE DOLLARS 


At the last meeting of the House of Delegates of 
the American Medical Association, it was decided to 
assess each member of the Association twenty-five 
dollars. Our Council, in session recently, heartily en- 
dorsed this assessment and urged that every member 
of our Association pay this assessment immediately. 
It should be paid to the county society treasurer who 
will in turn send it into the state treasurer for remittal 
to the A. M. A. 

We would like to present our reasons for believing 
that each member of our Association should not only 
feel that it is an obligation but also a privilege to 


send this amount of money to the American Medical 
Association, where it will be to educate the people of 
this country in the field of medical affairs. 


The American Medical Association is the only na- 
tional organization which can speak authoratively for 
the physicians of this country. 


Through its hundred years of existence the American 
Medical Association has never leveled an assessment 
upon its membership. What other large organization 
can say the same. Labor unions, trade organizations, 
fraternal bodies—all have their dues or assessments. It 
is high time that the membership of our national medi- 
cal organization secure financial support from its mem- 
bers. 


The American Medical Association can carry on a 
campaign of education on a national level which will 
reach to the farthest corner of every state—and every 
state will profit thereby. Through the radio, magazines, 
the daily press, the message of a free medicine as op- 
posed to state medicine can be preached for all to 
hear—if sufficient funds are available for the purpose. 


The people of this country must be shown that 
physicians may disagree upon a multitude of subjects 
but that they are united in their fight against any 
compulsory socialistic form of medical care as pro- 
posed by Messers Murray, Ewing, Altmeyer, and 
others. This can best be accomplished through united 
support, financial and otherwise, of the American 
Medical Association. 


Every physician has too much at stake to turn down 
any opportunity toward winning the fight against 
political medicine. On the one hand is a free practice 
built up over a period of years and through the ex- 
penditure of thousands of dollars—on the other hand 
is $25.00. The odds are better than a thousand to one, 
and there is at least an even chance to win. What man 
could turn down such a sporting proposition, even if 
he had no other reason for sending in his twenty five 
dollars. 


Yes, we feel that every member of this Association 
should not only be willing but should be anxious to 
send in his $25.00. 
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PUBLIC RELATIONS 


No phrase has come to the fore more quickly in 
recent years than the phrase, “public relations.” And 
we have often wondered what was meant by those 
who bandied the expression so freely in their speech. 

Since we had a part in establishing a Department 
of Public Relations in our Association, it would not be 
amiss for us to give our ideas upon the subject. 

Public relations, it seems to us is composed of three 
parts: (1) Making adequate plans for doing the job 
that has to be done, (2) Doing it efficiently and well, 
(3) Doing it in such a way that it will command 
commendation and respect. 

Perhaps we can make ourselves a bit clearer through 
a simple story. 

Four men were employed to mow a man’s yard, each 
to come on a different day. 

The first man came at breakfast time but found 
there was no lawnmower on the premises, and had 
to go back after his own. By the time he returned, it 
was too late for him to finish the task before dark. 
(Poor public relations—inadequate planning). 

The second man arrived with his lawnmower, rushed 
through the job, left the fringes around the flowerbeds 
uncut. (Poor public relations—inefficient work ). 

The third man came at daybreak, before the owner 
and his family had awakened. His workmanship was 
excellent, but the sound of the lawnmower disturbed 
all of those in the house. (Poor public relations—a task 
executed efficiently, but done in a manner to irritate 
others ). 

The fourth man arrived at a reasonable hour, did 
his work well, and left before dark. (Good public re- 
lations—he was given the job permanently ). 


HOW ARE OUR PUBLIC RELATIONS? 


It has become trite in many circles to say that the 
public relations of the medical profession is at a low 
ebb. Is this true? 


Let us consider, in the light of the definition which 
has been given above, the situation as we see it on the 
national, state, local, and individual levels. 


National level 


(1) “Making adequate plans for doing the job that 
has to be done.” The medical profession, through its 
own organization, the American Medical Association, 
has done a splendid work in the scientific field—this 
is acknowledged by all. Perhaps it has been a bit slow 
in advancing its ideas in the broader field of social 
welfare, but in recent years it has come forth with a 
definite program. This program is somewhat less ag- 
gressive and specific than the more forward looking 
would advocate, but it is basically sound. It is a great 
advance from the position held ten years ago, but 
still carries the conservatism which a physician adopts 
when he is confronted with some new procedure in 
his own practice. 
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(2) “Doing it efficiently and well.” For any non- 
governmental organization to carry on a nation-wide 
program is a herculean task—particularly when that 
program affects such important factors as physical 
welfare and human life. It requires effort and expense 
on a large scale. With the tools with which it has had 
to work, we feel that the American Medical Associa- 
tion has done a good job. But we also feel that more 
effort and more money must be thrown into the work 
before we can say that all is being done that should 
be done. 


(3) “Doing the job in such a way that it will com- 
mand commendation and respect.” The American 
Medical Association, reflecting the makeup of its in- 
dividual members, is an individualist—and because of 
this has antagonized a good portion of the public. 
There has been a tendency in the past for the Ameri- 
can Medical Association, like the individual physician, 
to feel that affairs of medicine were its prerogative 
and that no plans for medical care should be pro- 
mulgated without first seeking its advice and assent. 
The. American Medical Association, like the individual 
physician, has tended to wait until the patient comes 
in for consultation rather than to thrust his advice 
upon someone who has not asked for it. The American 
Medical Association, again like the individual physi- 
cian, has appeared to be content to let its own works 
speak for themselves without making any effort to 
educate the public as to what has been done and is 
being done. But, in recent years, the attitude has 
changed. Coming down from its slight pedestal, it is 
now meeting other groups and organizations around 
the conference table. It is making its ideas and 
thoughts known in legislative halls before they are 
sought by the legislators. And an agressive educational 
program is being undertaken through which the public 
will be appraised of the work which the Association 
has done and is doing for the public good. 


State level 


(1) “Making adequate plans for doing the job that 
has to be done.” Through the years the South Carolina 
Medical Association attempted to carry on its work 
in a rather disjointed and disorganiezd fashion. That 
much good was done cannot be gainsaid, but there 
was a lack of definite purpose. Four years ago, the 
Association adopted a broad, long-range program—the 
Ten Point Program—in which was outlined the prob- 
lems which presented themselves in this state and the 
methods through which this should be accomplished. 
Although only four years of age, this Program needs 
to be brought up to date—and efforts along this line 
are being made. 

(2) “Doing the job efficiently and well.” Some 
parts of the Program have been stressed and results 
accomplished, as evidenced by the fact that since the 
Program was adopted in September, 1944, the follow- 
ing objectives have been achieved (in cooperation with 
other groups and organizations); A Blue Cross (Hos- 
pital Service) Plan is now operating on a state-wide 
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basis, a State Health Council has been organized. a 
state-wide survey of hospitals has been made and a 
carefully intergrated program for hospital building 
and expansion adopted, a much needed expansion of 
the Medical College in Charleston is under way, 
scholarships for worthy boys have been ‘provided at 
the Medical College, clinics (in which individual 
members of the Association are extremely active) are 
now being carried on in the fields of cancer, syphilis, 
well babies, etc. There are other parts of the Program, 
however, which have not been stressed and_ these 
need to be dealt with—a Medical Service Plan must 
be put into effect, more people must be protected 
against the expense of sickness through the Blue Cross 
and commercial insurance, better care must be pro- 
vided for the indigent, the public must be better 
educated as to what the Association has done and is 
doing for their welfare. 


(3) “Doing the job in such a way that it will com- 
mand commendation and respect.” The observations 
made of the American Medical Association in this 
connection might well be made of our own Associa- 
tion, although being a smaller organization we believe 
that we have been able to move faster in the line of 
change than has the mother organization. Though our 
Association has attempted to convince the public that 
our Program is geared to the best interests of the 
public, there is still a feeling on the part of many that 
doctors are still for doctors first. It is our belief, how- 
ever, that our Association is respected more today for 
what it is trying to do than it was ten years ago. But 
there is still much to be done in the line of educating 
the public as to our true motives. 


Local levels 


It is our belief that we are extremely weak in our 
public relations at the local level. By local level we 
mean the level of the county, community, or in- 
dividual hospital. And the reason for this is obvious 
there is little if any definite plan of action provided 
by the local group. How many county societies have 
studied the specific problems of their own county in 
the field of medical care and have made specific plans 
for handling these problems? How many times have 
the physicians in a given community gathered to- 
gether to determine the medical needs of that 
particular community? How often will the staff of. a 
given hospital leave the realm of the scientific and 
make a determined study of its own public relations? 
Until steps are made for the local group to map out 
its own program, it is impossible to appraise the pub- 
lic relations on the local level. 


Individual level 


It has been said, and we believe rightly, that the 
course of medical care in this country will be de- 
termined by the public relations of the individual 
physician. Or to put it somewhat differently, the type 
of medical care which this country will adopt will be 
the type which the individual voter believes to be the 
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one best suited to his own particular needs. Whether 
he will vote for a federal compulsory system of medi- 
cine will depend upon his satisfaction or dissatisfac- 
tion with the medical care which he is now receiving, 
as contrasted with the type which he thinks he will 
receive under the new dispensation. 


Let us discuss the public relations of the individual 
in the terms of our definition: 


(1) “Making adequate plans for doing the job that 
has to be done.” Most physicians are trained 
scientifically for the work which they are doing, but 
there are those—and their number is not great but un- 
fortunately their publicity is-who attempt medical 
and surgical procedures for which they are not pre- 
pared. Such men would do well to limit their work to 
the fields in which they have had training or else to 
seek further education: But the physician is more than 
a man of science, he is also a citizen and is so judged 
by those who know him. How much does John Smith, 
M. D. concern himself with the affairs of his com- 
munity and what type of leadership is he offering in 
those phases of community life which bear directly or 
indirectly on the physical welfare of the people? What 
is he doing about the welfare of the school children, 
about the physical and health education of the boys 
and girls? What leadership has he given in making 
plans for better medical care of the indigent? How 
well does he support the work of the health depart- 
ment? How much interest does he take in the promo- 
tion of a Health Council and of its activities? What 
effort is he making to see that more people are making 
provision for prepayment of medical and _ hospital 
service? These and many other questions could be 
asked of himself by every physician as he attempts to 
appraise his own standing in the field of public rela- 
tions. 


(2) “Doing his job efficiently and well.” Here 
again, the physician might ask himself some questions. 
Am I doing as good a job scientifically as I am trained 
to do? Do I examine my patients thoroughly? Am I 
keeping up with the newer things in medicine through 
study, attendance upon medical meetings, refresher 
courses? Am I assuming the place of leadership in my 
community in those matters which deal with health? 
Do I feel it my personal responsibility to work for 
better health conditions and medical care for the 
people of my town or city, and am I making strenuous 
effort to fulfill that responsibility? What is the basic 
urge of my work—to make money or to be of service? 
Am I charging a reasonable fee for my work or am I 
trying to make hay while the sun shines? 


(3) “Doing the job in such a way that it. will 
command commendation and respect.” It is in this 
particular phase of public relations that the average 
physician will be largely appraised by his patients and 
by the people in his community. Is John Smith, M. D. 
satisfying the medical needs of those who call upon 
him—that is the question which the average citizen is 
asking. 
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It appears to us that the amount of criticism against 
individual physicians is growing. Whether this is a 
natural part of our present social turmoil or whether 
it is a well conceived and executed smear campaign 
directed against physicians by some particular group 
or organization, we cannot say. But it behooves the 
physician to be alert to the situation and to see that 
his actions directly refute any such criticisms. 


By and large, as we have seen him, the average 
physician is not only satisfying his patients but is a 
respected leader in his community. But there are those, 
and their number is not too few, who are conducting 
themselves in such-a manner as to provoke ill-feeling 
toward the profession in general. The physician who 
keeps patients waiting for long periods of time in his 
office, the physician who insists upon seeing even the 
acutely ill patient at his and not the patient’s con- 
venience, the physician who refuses to pay calls or to 
see sick patients at the office or hospital after his 
regular office hours, the physician who charges fees 
entirely out of line with the patient’s ability to pay, 
the physician who refuses to care for a patient until 
the finanical arrangements have been made, the physi- 
cian who not only makes good money but who allows 
himself or his wife to make a display of his affluence 
for all to see, the physician who feels no responsibility 
on his part to make sizeable contributions — to 
charitable and philanthropic enterprises in the com- 
munity, the physician who refuses to take any part in 
community activities which deal with matters aimed 
toward the improvement of the health and welfare of 
the people, the physician who is so completely satisfied 
with his own little circumscribed field of activity that 
he is blind to the socialistic trends which are sweeping 
the entire world today—these are the men who are dis- 
playing the poorest of public relations and are bringing 
discredit to the entire profession. 


Perhaps a story—and a true one—will show the 
difference between good and poor public relations on 
the individual level, better than a thousand words. 


A little baby became acutely ill one evening, de- 
veloping a temperature of 104. The family physician, 
the only physician in the small community, was called-- 
and he lived just two blocks away. The physician ex- 
plained that he could not come at the moment, he was 
getting ready to go with a group of friends to a basket- 
ball game in a neighboring town. He told the parents 
that he would come around when he returned and 
suggested giving the baby some aspirin in the mean- 
time. The aspirin was given but the baby continued 
to be restless and feverish. Finally the parents 
wrapped the baby in a blanket, drove twenty miles to 
another town and called a second physician. The 
latter individual got up out of bed, examined the baby, 
made provisions for appropriate treatment, and 
satisfied the parents. 


Let him who will determine for himself what con- 
stitutes good public relations. 
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Meeting of Council, December 12, 1948 
Columbia, S. C. 


Present: O. B. Mayer, Chairman, W. W. Boyd, 
Claud Sease, J. H. Stokes, C. R. F. Baker, J. F. Chap- 
man, R. B. Durham, W. R. Tuten, L. P. Thackston, 
R. MacDonald, C. S. McCants, Hugh Smith, J. P. 
Price, and Mr. M. L. Meadors. The following were 
there by invitation: D. L. Smith, W. A. Black, G. C. 
Brown, W. A. Hart, J. B. Galloway, A. R.. Nicholson. 


Hugh Smith, Delegate to the American Medical 
Association, reported on the recent meeting of the 
House of Delegates of the AMA. He told of the 
reasons for the AMA turning down the proposed Blue 
Cross Blue Shield National Insurance Organization. 
He also explained the assessment of $25 which the 
AMA levied against each member. 


Mr. M. L. Meadors told of the recent National Con- 
ference on Public Relations held in St. Louis and also 
of the annual conferences for State Association 
Secretaries and Editors. The Secretary also discussed 
certain phases of the meetings in St. Louis and also 
observations which he had gathered with regard to 
the situation which confronts the medical profession 
at the present time. 


These reports were followed by a full and lively 
discussion of recent developments on the national 
scene and of what might be done in the next few 
months in the National Congress. 


A resolution was presented by MacDonald, which 
was adopted, calling for the establishment of a 
speakers bureau within the association and for a plan 
through which speakers could speak before various 
non-medical groups throughout the state. 


The Secretary then presented a 12-Point Program 
for activities during the coming months. This was 
adopted. The Secretary also read a release prepared 
for newspapers and he was instructed to give this to 
the press at the proper time. 


Following a discussion of public relations, it was 
moved by Sease and passed that O. B. Mayer, M. L. 
Meadors and J. P. Price be instructed to investigate a 
public relations bureau in Columbia and to consider 
the possibility of using this bureau in our future 
activity. 


Moved by Hugh Smith and passed that the South 
Carolina Medical Association approve the $25 assess- 
ment made by the AMA upon all of its members and 
that the South Carolina Medical Association assist in 
every way possible in getting members to pay this 
assessment. 


The secretary was instructed to send a letter to 
each County Society with reference to the $25 assess- 
ment, urging that each member pay the County 
Treasurer, who in turn would send the money to the 
Treasurer of the S. C. M. A., for transmittal to the 
AMA. He was also instructed to send a copy of the 
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12-Point Program, mentioned above, to each County 
Society. 


It was moved and passed that expenses incurred by 
the South Carolina Delegation at the recent AMA 
meeting, in St. Louis, be paid. 

The secretary read a letter from Mr. J. K. Breedin of 
Manning asking for a hearing before Council on be- 
half of his brother, Dr. C. S. Breedin, of Anderson. 


THe JOURNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 15 


Dr. Breedin had asked for reinstatement as a member 
of the Anderson County Medical Society and his ap- 
plication had been denied. The secretary was in- 
structed to write Mr. Breedin that Council would be 
glad to hear him on the afternoon of May 16, 1949, at 
Myrtle Beach, the day before the annual meeting of 
the South Carolina Medical Association. 

There being no further business, the meeting was 
adjourned. 





THE TEN POINT PROGRAM 


M. L. MEADORS, DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 





THE TIME IS SHORT 


The medical profession in the United States is facing 
immediately the most dangerous fight in its history. 
One keen Washington observer, connected with the 
profession but not a doctor, recently made the state- 
ment that there is a fifty-fifty chance that a law pro- 
viding for compulsory health insurance will be en- 
acted by the new Congress. Later he added that in 
making this estimate he was “being conservative.” 
Some think the chances are considerably more than 
fifty-fifty in favor of the enactment of such a law. 


The background and build-up have been provided 
by the efforts of the proponents during the past several 
years. The hearings before the Senate Committees 
within the past two years on the Wagner-Murray- 
Dingell Bills have developed volumes of testimony, 
the major part of which, though much of it biased, is 
in favor of the proposal. All of the window-dressing is 
already there. 


Last May, on the call of Federal Security Ad- 
ministrator, Oscar Ewing, acting at the suggestion of 
the President, 800 people, representing most 
organized groups in the nation, met in a National 
Health Assembly at the Statler Hotel in Washington 
to discuss ways and means of improving health and 
medical care in the United States. Representatives of 
the Government Bureaus, and those privately-owned 
groups which favor socialized medicine, predominated. 


On September 2nd, Mr. Ewing released to the press 
his report to the President on the condition of the 
nation’s health, and a ten-year program for its im- 
provement, based largely, he said, on the deliberations 
and conclusions of the National Health Assembly. The 
release was perfectly timed in the interest of the 
Truman political campaign. Undoubtedly, it played a 
part in the result. Since the election, it has been ex- 
pressly stated that compulsory health insurance will 
be one of the objectives high up on the list for the 
new Congress. 


Like Caesar, Mr. Ewing is said to be ambitious— 
politically. He left a very lucrative law practice in 


New York to enter Government service, and you may 
be sure he didn’t do that for “peanuts.” Some think 
he has his eye on the Democratic Presidential nomina- 
tion in 1952. Espousal of the cause of compulsory 
health insurance, which he frankly advocates, would 
be an excellent vehicle on which to ride toward that 
objective. 


When this report was released in September, the 
newspapers, the radio commentators, the pollsters, 
were almost unanimous in the belief that liberalism of 
the New Deal variety was on the way out. Mr. Tru- 
man, and Mr. Ewing—of all his official family,—were 
almost alone in holding the opposite view and having 
the courage to express it. 


November 2nd proved beyond any doubt whose 
political judgment was sound. 


What the newspaper and radio commentators, the 
pollsters and most of industrial management, business 
and the professions have failed to realize is that 
actually we are living in a different era, that the 
“good old days” in many respects, have gone forever. 
We have been inclined also to overlook the fact that 
the change is part of a trend that is world-wide, that 
has already advanced to a surprising degree, even in 
a country like England, whose stock is basically the 
same as ours, and that we in America are a part of 


One World. 


The sad error in the predictions on the result of the 
recent election was the product of wishful thinking. 
Unless the doctors abandon the same pastime, look the 
facts in the face, and do something about it, they are 
apt to have very soon, an awakening as rude as that 
of the Republicans on the morning of November 3rd. 


Nor is that true only of the doctors. Lenin is quoted 
as having said that “Socialized medicine is the key- 
stone to the arch of the Socialist State.” If medicine 
goes, it will probably be only a short time before the 
whole economic system goes. We owe it not only to 
the profession, but to our country—to our fellow- 
Americans—to awaken to the realities and to act, 
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The American Medical Association, although per- 
haps late, is aroused and is planning its strategy. Your 
State Association has been awake to the threatening 
danger, and for the past four years has conducted a 
program designed to convince the public of the 
sincerity of the profession and its ability to serve better 


the interests of the people. 


Ihese, however, and every other attempt on the 
part of the various branches of the profession can be 
only partially successful without personal, unstinting 


effort on the part of the individual physician. 


There seems littke doubt that a definite campaign 
is under way to discredit the profession. The fact that 
we have in many respects, a “bad press” is not an 
accident, nor simply because we deserve it. Enough 
has been said and published in connection with the 
efforts on the part of the Federal Security Administra- 
tion and other agencies to leave little doubt of the fact 
that certain departments and officials of Government 
public 

health in- 
through the 


are doing everything possible to influence 
opinion in the direction of compulsory 
that 


even the school 


surance, It has been established 


communistic influence or otherwise 
books in use in some of the schools of the nation point 
up the alleged advantages of medical care administered 
rather than through the 


by Government private 


practitioner. 


There can be no doubt of the fact that very many, 
if not most, of the complaints voiced in the press and 
in magazine articles are unjustified. But the fact re- 
mains that there is sufficient ground for complaint to 
give color and apparent substance to the gross 
exaggerations voiced by the proponents of state medi- 


cine. 


And our efforts to develop a “good press” will be of 
no avail without positive action on the part of the 
doctors themselves. Human interest is the most ap- 
pealing quality of any newspaper story. The basic 
reason why stories and articles adversely criticising 
the profession are given such prominence, is because 
almost invariably they involve an element of human 
interest—the need of an expensive operation, by some 
poverty-stricken person, the alleged failure of some 


individual to get a doctor when needed. 


In order to get the same prominence for press stories 
or articles more favorable to the physicians, some of 
the same elements of human interest must be included 
And to be included, they must have a factual basis. 


Of course there is ample basis in fact for such human 
interest stories. But the ethics of the physician prevent 
his publicizing and capitalizing on the abundant 
charity work his practice includes. That is a handicap 


we must accept, and under which we must operate. 
Since this handicap cannot be removed it must be 


off-set. It can be off-set and counter-balanced in large 
measure, by the development on the part of the physi- 
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cian, of a democratic, personalized interest in his pa- 
tients, their families and others of the community with 
whom he is in daily contact. 


We have long heard and uttered the familiar reason- 
ing—doctors have been so busy within the past few 
years discharging their professional duties, that it has 
been impossible for them to give sufficient time to the 
human side of the practice. Truly the fault has not 
been altogether theirs. The demands of the times have 
been such that it was impossible to show a personal 
interest in each patient. It was necessary to delegate 
to office nurses and technical assistants any duties 
which they could perform, and thereby conserve the 
time of the physician for other patients and for those 


other services which no one else could supply. 


But, basically, this is one of the main reasons why 
the profession today finds itself in the present situation. 
The public does not stop to ask why the doctor can- 
not take time with each individual patient. A patient 
who does not receive the undivided attention he thinks 
his case justifies, becomes impatient, criticises the doc- 
tor for a cold-blooded professionalist turning out medi- 
cal care on the assembly line basis, and damns the 
profession as a whole. And there are enough of such 
instances to give substance to such criticism. These are 
magnified beyond all reason and seized upon and 
capitalized by the advocates of Government Medicine, 
and unsatisfactory 


as illustrating the unwholesome 


state of the profession as a whole. 


The public needs education, it is true, but all of the 
articles and the press stories which might be written 
by a hundred writers, extolling the virtues of the pro- 
fession and its accomplishments in the past one 
hundred years, the progress of medical science, the 
fabulous discoveries, the mastery attained over certain 
diseases, and the position of America as the healthiest 
nation in the world,—all of this will not succeed in 
educating, or changing the minds of the majority of 
the people, unless the profession can answer the two 
outstanding objections: (1) How to provide a physi- 
cian when and where needed, regardless of the time 
or the circumstances; and (2) How to avoid the high 


cost of medical care and hospitalization. 


These are the basic questions. However just or un- 
just criticism on these grounds may be in one com- 
munity or another, they will have to be answered, if 


the day is to be saved. 


The reason why, in the last analysis, the Democrats 
were elected in November, is that a majority of those 
who voted think, rightly or not, that they fare better 
under a Democratic Administration. The reason why 
the sentiment in favor of Government Medicine has 
spread and swelled within the past few years, is 
identical. More and more people have come to think, 
and are being led to believe that they are not receiving 
what they are entitled to under a free system of medi- 
cal practice, and that the ills of which they complain 
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Bowel Regulation 
in Peptic Ulcer... 












In the medical management of un- 
complicated peptic ulcer, “regula- 
tion of bowel function is essential. 
... A combination of antacid pow- 
ders . . . having mildly laxative 
effects or the use of a hydrogel sub- 
stance, such as agar agar or Meta- 
mucil, will produce results.”’* 














By furnishing a water-retaining, gelatinous residue in the large 
bowel, Metamucil acts gently without irritation to promote 


smooth, normal evacuation. 


METAMUCIL 


is the highly refined mucilloid of Plantago 
ovata (50%), a seed of the psyllium group, 
combined with dextrose (50%) as a dis- 


persing agent. we 


< 


S EKA R I LE, RESEARCH IN THE SERVICE OF MEDICINE 








*Gerendasy, J.: Modern Treatment of Peptic Ulcer, J. M. Soc. 
New Jersey 43:84 (March) 1946. 
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would be remedied by a system administered by Gov- 


ernment. 


Unless the rank and file of the profession, unless the 
individual doctors in the cities and in the rural areas 
realize the situation and bestir themselves immediately 
and earnestly to correct this gross misapprehension, it 
may be impossible to stem the tide. 


And time is of the essence . 


GOVERNMENT AND PRIVILEGE* 


It was Thomas Jefferson who said “That govern- 


ment governs best, which governs least.” 


Winston Churchill upheld and elaborated that state- 
ment when 150 years later, in speaking of govern- 
ments, he stated that those people who would enjoy 
democratic freedom with its potential military weak- 
ness must keep themselves strong enough to defend 


their weakness. 


That medicine in America enjoys democratic free- 
dom certainly cannot be denied—almost alone in the 
world today we may still choose the type of work we 
wish, do it where and for whom we wish, and our- 
selves set the fee. None but members of the medical 
profession still remain so completely free to run a 
“one-man show.” 


Only recently have we begun to emerge from the 
“medicine is different” limbo, to realize that freedom 
is something which must be fought for and protected, 
even in our own holier-than-thou halls. No longer can 
we lull ourselves into inactivity with the belief that 
medicine is set apart from everything else by some 
unique and God-guaranteed freedom. Yet, too many 
of us, frogetting that complacency can become an 
opiate, still think a constant chant of past records and 
present superiority all that is needed to scare away 
the bad spirits of political bureaucracy. 


American medicine admittedly has much of which 
to be proud, but it must remember that any group 
which fills its arsenal only with past laurels, becomes 
static—and in today’s world static groups are as dead 
as the proverbial dodo. No group, nor individual with- 
in a group, has any right to boast of accomplishment 
unless willing at the same time to look for and face 
weakness and failure. He who is unwilling merely 
whistles in the dark to keep up his courage. 


The weaknesses of American medicine can be 
divided into two classes, those inherent in human 
nature itself—that is weakness of the individuals prac- 
ticing medicine—and those inherent in a group 
practicing without restraint of regimentation. That we 
may justify our self praise, let us first turn the light 


on our weaknesses. 


° Reprinted from NEW YORK MEDICINE, November 
20, 1948. 
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I. The Weakness of the Individual Physician. 


Charity begins at home; so does constructive im- 
provement. Among the privileges of our profession is 
that of putting our own price on our services. In line 
with this is the acknowledged and justifiable practice 
of the “sliding scale’—payment measured by ability to 
pay. But by merely changing our term from sliding 
scale to “all the traffic will bear,” we immediately 
bring in the connotation and raise the question of 
abuse. In our legitimate practice of the sliding scale, 
are we always truly considerate, or do we become 
greedy in our measurement of just what the traffic 


should bear? Let each doctor supply his own answer. 


A young man of my acquaintance gave a history of 
a severe ulcerative colitis, beginning at age eighteen, 
and lasting through seven years of varied and 
itinerant, but wholly unsuccessful treatment. At age 
twenty-five he came under the care of a prominent 
and able gastroenterologist. In about a year this pa- 
tient (whose maximum earning expectancy is $3,000 
to $4,000 per year) was cured of his disease, and left 
$1,800 in debt to the physician. Two years later he 
still owed the physician over $400. I doubt if this 
had 


doctor ever realized the size of the burden he 


imposed on his patient. 


Granted that this case is extreme in degree, it is 
still too frequent in occurrence. The fact is there are 
in this country many people who with good reason 
feel they pay too much for medical care. And perfec- 
tion of care does not change their feeling, nor have 
they the slightest interest in any longevity charts or 
decreased disease tables ever published—it is these 
people who will be the power behind changing our 
system of medical practice, unless the individual doc- 
tor begins at home and cleans his own house. Cases of 
excessive charge for medical care are actually rare 
yet each case stands out conspicuously, and causes 
much damage to the reputation of all private medical 
practice. 


Il. The Weakness of the Unregimented Group. 


When any group functions smoothly and to the 
benefit of its members, the tendency of the members 
is to take for granted the running of the group. Such 
has been the benevolent experience of American medi- 
cine. Now suddenly we are yankéd from our warm 
beds by the icy fact that generations of “let George 
do it” have bred very few Georges for organized medi- 
cine. 


It is well known that American medical care, albeit 
the acknowledged superior to any other, still shows 
discrepancies of distribution. The middle class is some- 
times less well cared for than the lower and upper, 
and may pay disproportionately for care received. Also 
some rural areas show below average provision for 
medical care. Largely because the medical profession 
itself has been slow to face and solve these problems, 
the ubiquitous seekers of political plums have seized 
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FOR PATIENTS WITH | 


ALCOHOLIC 
PROBLEMS 


A non-institutional arrange- 
ment in Howard County, 
Maryland, for the individual 
psychological rehabilitation of 
a limited number of selected 
voluntary patients with AL- 
COHOL problems — both 
male and female — under the 
psychiatrie direction of Robert 
V. Seliger, M.D. 


| .... The Farm 
| 
| 
| 
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City office: 
2030 Park Ave. 





Baltimore, Md. 
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Allen’s Invalid Home 





FOR THE TREATMENT OF NERVOUS 
AND MENTAL DISEASES 


GROUNDS 600 ACRES 
Buildings Brick Fireproof - Comfortable 
Convenient - Site High and 

Healthful 


E. W. ALLEN, M. D., Department for Men 
H. D. ALLEN, M.D., Department for Women 
Terms Reasonable 
Established: 1890 
MILLEDGEVILLE, GA. 
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¢-.c\ From where I sit 


at 4y Joe Marsh 
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“Husbands, Wives, 
and Marriage” 





Maybe you read that survey pub- 
lished recently in one of the national 
magazines, entitled ‘‘Husbands, 
Wives, and Marriage.” 


It showed that among happily 
married couples, those who criticized 
themselves outnumbered those who 
criticized the other person. Among 
unhappily married couples, it was just 
the opposite—each one tended to criti- 
cize the other. 

That’s the way it is in our town, 
as I guess it is in yours. Criticism, 
whether it’s of a wife’s taste for hats, 
or a husband’s taste for pipe tobacco 
and an evening glass of beer or ale, is 
a sure start towards unhappiness. 

As for what made happy marriages, 
companionship within the home was 
listed most important of all. And from 
where I sit, a husband and wife who 
can spend an evening by the fire—with 
nothing more exciting than a glass of 
beer, and a friendly conversation— 
are a truly well-matched couple! 


Ge Marsh 





Copyright, 1948, United States Brewers Foundation 
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these problems as a wedge for Government medical! 
control. 

Those who for political gain would push in Gov- 
ernment medicine, ironically enough find their strong- 
est allies in that legion of doctors too indifferent even 
to get to their Medical Society meetings and find out 
what goes on. Yet organized medicine, in spite of its 
late recognition of the weaknesses of an independent 
medicine, in spite of the continued indifference of 
many of its members, has already made tangible and 
constructive reply to the challenge of Government 
medicine, in the form of voluntary health insurance. 
The growth of the Blue Cross and its associated hos- 
pital plans has been tremendous. There are now over 
twelve million people protected by voluntary prepaid 
health insurance, and it is estimated that in three to 
five years thirty million persons will be so protected. 
In January, 1944, medical coverage was made com- 
plete by combining prepaid medical care with that of 
prepaid hospitalization. Since the inception of this 
plan over one million members have taken advantage 
of it, and the ever-increasing rate of its growth leaves 
no doubt that ultimately every American citizen can 
be embraced by this plan. 

The American medical profession owes boundless 
debt to those relatively few medical men who in past 
years foresaw the threat facing free medicine, and 
were willing to fight it constructively. The progress 
already made toward equitable distribution of medical 
care and costs is due wholly to the untiring efforts of 
those few physicians. 

But the snow-ball of government medicine has rolled 
too far, to be held any longer by the efforts of these 
few. The entire medical profession must face its short- 
comings and correct them. The entire profession must 
act through its medical society units to expand medi- 
cally controlled, voluntary prepaid health plans to that 
point which brings the best medical care to every 
citizen at a cost he can comfortably afford. This goal 
may sound like the catch phrases so flippantly bandied 
about by the exponents of political medicine, but 
nothing short of it will prove strong enough to stem 
the increasing pressure for government medicine. 

And what if we fail to attend meetings and support 
organized medicine? The handwriting is already on 
the wall. Vast experience with Government-controlled 
medicine all over the world, plus every study and 
analysis of its probable effect applied to American 
medicine, point to tremendous depreciation and lower- 
ing of medical care standards under the State-con- 
trolled system. 

When a surprised and heart-sick medical profession 
suddenly awakens to find its freedom taken from it, 
only to produce incalculable lowering of the value of 
its services, that profession’s pill will not be made 
less bitter by realizing that it has but itself to blame. 


Roger F. Lapham, M. D. 
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MEDICAL CORPS ENLISTMENTS LAGGING 


At the recent interim session of the American Medi- 
cal Association in St. Louis more than one speaker 
referred to the urgent need for an immediate increase 
in the number of enlistments in the Medical Corps of 
the Armed Services. Dr. James C. Sargent, Chairman 
National Medical 
Service, reported to the Conference of Secretaries and 


of the Council on Emergency 
Editors of State Medical Societies, on the limited num- 
ber of such enlistments in the past few months, and 
the unsatisfactory rate at which this movement was 
progressing. 


It will be recalled that when the current Draft Act 
was up for consideration in the last session of Con- 
gress, concerted effort was called for and was clearly 
necessary to prevent the inclusion of a provision for 
drafting doctors in much broader age and dependency 
classifications than those of the men for regular service. 
One of the principal arguments used at that time, and 
one which contributed to the defeat of the proposal, 
was that no such draft of doctors was necessary, that 
the medical profession had always voluntarily co- 
operated to the fullest extent with the Armed Services, 
and that it could be depended upon to do so in the 
future. 


According to Dr. Sargent’s report, and the expres- 
sions of others in position to know, up to the present 
time, this is not working out. In fact, some degree of 
feeling was expressed by some of the doctors in 
slightly higher age brackets, who saw active service 
in the recent war, over the failure of numbers of the 
younger physicians to volunteer. It was thought, 
particularly, that those men who have had the benefit 
of the provisions for G. I. training in the development 
of their medical education should be among the first 
to volunteer their services in the Medical Corps of the 
Army and Navy. 


It was definitely pointed out that unless there is an 
immediate and drastic increase in the number of such 
volunteer enlistments, assuming that the international 
situation remains the same or does not improve, the 
proposal for the same type of drafting of doctors on 
a broad basis will be renewed in Congress within the 
next few months, and that such an effort this time, and 
in view of the record in 1948, will be very hard to de- 
feat. 


Those who spoke on the subject were insistent that 
the matter be called to the attention of physicians 
generally, and particularly to that of the younger men. 
They felt that wherever circumstances reasonably per- 
mit, a special effort should be made by the individual 
concerned to arrange his affairs so as to be able to 
volunteer services at the earliest possible time. 








| mR TS 


ANNUAL MEETING 
MAY 17, 18, 19 


MYRTLE BEACH 


Headquarters - Ocean Forest Hotel 
























































UNCLE SAM 
M.D. 
Ez 



































“SORRY, FOLKS. IT’S QUITTIN’ TIME.” 





THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 








TEN POINT PROGRAM 
of the 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1. Cooperation 


To promote closer cooperation and 
better understanding between — all 
groups and individuals concerned with 
providing and improving medical care 
for the people of South Carolina. 


2. Political Control 


To prevent political control or domi- 
nation of medical practice or of medi- 
cal education. 


3. Study 


To assemble and to amplify studies 
relative to the need and availability of 
medical care in each county of the state 
and in the state at large, and to publi- 
cize these findings. 

To study all agencies in the state 
which are involved in the administra- 
tion of medical care as to the type of 
work which they are doing and the 
effectiveness of the work which is be- 
ing done. 

T'o promote plans for providing or im- 
proving medical care where there is a 
need. 


4. Care of Indigent 


To prepare a uniform plan for the 
hospital care of the indigent, financed 
by public county funds, which may be 
used by individual counties or by 
groups of counties for their indigent 
sick, and to promote the general adop- 
tion of such a plan. 

To promote the establishments of 
¢linies in each county for the indigent 
ambulatory patients, financed by public 
county funds and operated or super- 
vised by established hospitals or by the 
county medical society. 


5. Hospital Insurance 


To make voluntary hospital insur- 
ance available to all the people of the 
state and to promote the widespread 
purchase of such insurance. 


6. Hospitals 


To study the present availability and 
facilities of hospitals in the state and 
to promote the establishment of well- 
equipped and adequately-staffed 
pitals in needy areas. 

To establish through the State Medi- 
cal Association standards for hospitals 
in South Carolina and to make public 
the names of those hospitals which 
meet these standards. 


hos- 


7. Group Health Insurance 


To’ promote the establishment of 
group health insurance plans in all in- 
dustries, large and small, in South 
Carolina. 


8. Standards for Insurance 


To establish standards for insurance 
companies selling hospital or group 
health insurance in South Carolina and 
to publish the names of those who meet 
these standards. 


9. Medical and Nursing Education 


To promote the securing of adequate 
funds and facilities for the operation 
of the Medical College of the State of 
South Carolina. 

To promote advancement in nursing 
education and nursing care in the state. 

To promote the establishment of a 
loan fund whereby worthy young men 
and women of the state who are financi- 
ally unable to meet the strain of a 
medical education may be able to se- 
cure aid. 


10. Education of the Public 


To acquaint the citizens of the state 
with regard to the agencies and facili- 
ties in the fields of medical care, public 
health, hospital and industrial insur- 
ance, and to encourage the people to 
use them on a much greater seale. 
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ABSTRACTS 





Master, A. M.: Apical Systolic Murmur; Archives 
of Internal Medicine: 81; 518-533. November, 1948. 


The author feels that a loud systolic murmur at the 
apex should be considered to be organic in nature 
until proved otherwise. He uses the classification of 
Freeman and Levine, who divide systolic murmurs 
into six grades ranging from faint to unusually loud. 

Insurance statistics show that the mortality rate for 
patients with this murmur is increased. For adequate 
care of these patients it is essential that the murmur 
be carefully appraised. 

A history of rheumatic fever or of infection by 
group A Str. hemolyticus is almost certain evidence 
that a defect of the mitral value exists. 

Repeated physical examinations are stressed in 
doubtful cases. The left lateral recumbent position 
and the sitting position, with the patient leaning fof- 
ward and to the left are the most advantageous for 
eliciting an apical systolic murmur. Amyl nitrite may 
bring out a long, harsh, prolonged, persisting systolic 
murmur if the patient is unable to exercise. 

Obliteration of the beneath the left 
bronchus by the expanding auricle and “straightening” 
of the left border of the heart caused by the promi- 


space main 


nence in the region of the pulmonary artery may be 
seen in roentgenograms and on fluroscopic examina- 
tion. 


The phonocardiogram is useful in determining the 
length of a murmur and the electrocardiogram may 
reveal abnormal P (auricular) waves and right axis 
deviation. 

The differential diagnosis includes neurocirculatory 
asthenia, funnel and_ flat-shaped chests, kypho- 
scoliosis involving the right dorsal area, hypertension, 
hyperthyroidism, anemia, and the respiratory murmur. 


Transfusions in Newborn Infants Through 
Abdominal Wall Segment of Umbilical Vein 


Louis R. Pinkus. Jour. Pediatrics 33-418 
(Oct. 1948) 


Part of the difficulty of transfusion of the newborn 
may be obviated by using the umbilical vein in the 
abdominal wall, according to the following technique, 
which carries the factors of safety and simplicity. 

A transverse cutaneous incision 2 cm. in length is 
made 1 cm. cephalad to the upper margin of ab- 
dominal insertion of the umbilical cord. Upon separa- 
tion of the subcutaneous tissue, the umbilical vein is 
visualized as a whitish, longitudinal, tubular structure 
elevating the thin midline aponeurosis. A 0.5 cm. 
longitudinal incision through the aponeurosis is made 
on either side of the vein, and the latter is easily 


freed from the underlying transversalis fascia and 
peritoneum by blunt dissection with tissue forceps and 
grooved director. After loose application of a fine silk 
or catgut ligature around the upper exposed portion 
of the vein, a sharp-pointed scissors is employed to 
make a transverse nick through its anterior wall. A 
blunt-tipped nylon cannula, size 18 (or larger, if de- 
sirable), is then introduced cephalad until blood can 
be aspirated through it with ease. The ligature is then 
tied with a single hitch to effect snug approximation 
of the vein wall around the indwelling cannuia, and 
transfusion is carried out. Upon termination of trans- 
fusion, the cannula is withdrawn, and ligature is 
tightened and completed with a second hitch. Skin 
edges are approximated with two silk sutures. 


Bors, E. and Comarr, A. E.: The “Buried Epider- 
mis” Graft, Surg., Gynec., & Obst. 87: 68 July 
1948 


The authors adapted this method of skin grafting to 
decubitus ulcers, resistant to other forms of treatment, 


situated on the sacrum trochanters, knees, ankles, 
ischium and iliac spines. 
The pre-operative care consisted of maintaining 


protein balance, correction of anemia, and wet dress- 
ings to the area involved to provide maximum granula- 
tions. It is emphasized that a surprising number of 
“takes” will result even though the granulation host 
is poor. 

Essentially, the technique consists of removing a 
split thickness skin graft in one piece with a knife, 
placing the graft on a wooden board, and dividing it 
into .3 centimeter squares. These smaller grafts were 
introduced into the granulating bed with either an 
instrument or needle where they were retained. It was 
found best to begin grafting in the most dependent 
portion of the wound in order to prevent blurring of 
the field from the unavoidable oozing of blood. The 
grafts were placed 1 to 1.5 cm. apart. A firm dressing 
containing equal parts of boric acid ointment and 
furacin was maintained from 5 to 7 days. Barren 
spaces may be regrafted in 10 days and complete 
epithelization was expected in 3 to 6 weeks, depending 
on the size of the defect. 

The chief advantages are the simplicity of the 
method, the greater number of “takes” varying from 
50 to 70%, the resistance to infection and extrinsic 
damage, and the thriftiness of the method in that the 
donor area need be only 6 to 8% the size of the de- 
fect. These advantages are thought to outweigh the 
criticism that cosmetic results are inferior. 

The authors believe that in all cases of decubitus 
ulcer where free skin grafting is indicated, the “buried 
epidermis” graft is far superior to any other type of 
free skin graft. 
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Hoye’s Sanitarium 

“In the Mountains of Meridian” 

Meridian, Mississippi 


Diagnosis and treatment of mild nervous and 
mental diseases and alcoholics. Shock Therapy 
(Insulin, Metrazol, Electro-shock). Other ap- 5 
proved treatments. Morphine addicts not [J 
accepted under any circumstances. Consulting f] 
physicians. 


DR. M. J. L. HOYE 


Fellow of the 
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American Psychiatric Association 





-— = He 

















Happy New Year 


With sincere appreciation of the cordial relationship we have 
enjoyed through the past year, we pause to say thanks, and wish you a 


NEW YEAR filled with happiness and prosperity. 


We look forward to serving you in 1949 in the same friendly way. 
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Winchester Surgical Supply Co Winchester-Ritch Surgical Co 
East 7th Street Tel 2.4109 Charlotte, N.C 11 N. Greene St Te 656 sreensboro, N. ¢ 











Established 1910 
SMYRNA, GEORGIA (Suburb of Atlanta) 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug and Alcohol Addictions 


JAS. N. BRAWNER, M. D., Medical Director 


ALBERT F. BRAWNER, M. D. JAS. N. BRAWNER, JR., M. D. 
Dept. for Men Dept. for Women 





BRAWNER’S SANITARIUM 
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Leichenger, H. and Schultz A.: Streptomycin in 
the Treatment of Pertussis: J. of Ped.: 33, 552. 
November, 1948. 

Only patients having uncomplicated whooping 
cough in either the catarrhal or early paroxysmal stage 
of the disease as evidenced by two of three diagnostic 
criteria, (1) positive cough plate; (2) a leucocytosis 
with a lymphocytosis; (3) typical paroxysms of cough- 
ing, are included in this study. For three days prior to 
treatment the time of each paroxysm and the number 
each patient had were recorded. Also noted was the 
occurrence of emesis and all other uncommon 
phenomena such as convulsions, epistaxis, cyanosis, 
and apnea. 


The patients were then assigned to one of three 


January, 1949 


groups for therapy. Those in the first group received 
1 cc. of a solution of one gram of streptomycin dis- 
solved in 8 cc. of normal saline every three hours by 
the aerosal route; those in the second group received 
intramuscularly one gram daily divided into eight 
equal doses, and those in the third received the usual 
symptomatic whooping cough treatment of the Cook 
County Contagious Disease Hospital. 

Those patients who received streptomycin showed 
a more marked diminution in the average daily num- 
ber of paroxysms and their duration than did the con- 
trol group. 

The authors concluded that stretpomycin is effective 
in the treatment of pertussis particularly when_ ad- 
ministered by the aerosal route. 





WOMAN'S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. P. M. Temples 


Publicity Seerctary: Mrs. William H. Folk 





Mrs. Powell M. Temples, President, Woman's 
Auxiliary to the South Carolina Medical Association 
was guest speaker at the November Meeting of the 
Woman’s Auxiliary to the Spartanburg County Medical 
Society. 

A luncheon honoring Mrs. Temples was enjoyed by 
members in the Skyline Room at the Piedmont Club. 
Mrs. Edward H. Law, Vice-President of the Spartan- 
burg Auxiliary, acted as toastmistress. The speaker's 
table included the following: Mrs. Law, Toastmistress; 
Mrs. P. M. Temples, State President; Mrs. James D. 
Nelson, State Corresponding Secretary; Mrs. William 
H. Folk, State Publicity Secretary; Mrs. W. S. Scott, 
State Public Relations Chairman; Mrs. Robert Dennis 
Hill, State Nurse Recruitment Chairman; Mrs. G. B. 
Hodge, Secretary of the Spartanburg em & Mrs. 
James T. Fiynn, Jr., Historian; and Mrs. . P. Coan 
who gave the invocation. 

The tables were decorated with beautiful arrange- 
ments of fruits, berries, and pine interspersed with 
brass candlelabra holding green lighted candles. Mrs. 
P. A. Smith, Mrs. J. C. Josey and Mrs. Benjamin L. 
Allen were in charge of decorating the cone a 
tables. 

Mrs. Law urged Auxiliary Members to become 
interested and join the League of Women Voters. 

Mrs. Temples spoke to the group on auxiliary ac- 
tivities stressing DIPHTHERIA IMMUNIZATION. 
Plans are being made with the Public Health Depart- 
ment of South Carolina for the auxiliary to conduct 
a statewide educational health program on diphtheria 
immunization. 

Mrs. Temples was presented a lovely green leather 
notebook inscribed with gold bearing her name and 
date of luncheon as a token of the auxiliary’s apprecia- 
tion of her fine work this year as state president. 

There were forty members present for the luncheon. 


WOMAN’S AUXILIARY TO THE 
COLUMBIA MEDICAL SOCIETY 


Mrs. Powell M. Temples, state president of the 
Woman's Auxiliary to the South Carolina Medical 
Association, addressed the members of the Woman's 
Auxiliary to the Columbia Medical Society at a large 
luncheon meeting held by the Auxiliary at the Jeffer- 
son Hotel on Tuesday. Mrs. Temples said, “The aim 


of the national, state, and county auxiliary this year is 
to increase membership in all auxiliaries, to promote 
expansion in the field of preventive medicine, to further 
the solution of rural health problems, and to continue 
the nurse recruitment program.” She stated also, that 
to “Study and Educate” should be the 1948-49 slogan 
of all auxiliaries. 

Mrs. Frank Owens, a member of the local Auxiliary, 
gave an interesting resume of her recent trip to Berck 
Ber-sur-Mer with Mayor Ownes. She gave a detailed 
account of her visit to the hospitals there and of the 
maternity ward of a small private hospital in particular. 
Last year the local Auxiliary assumed responsibility of 
securing all supplies needed for this hospital ward in 
the general Berc-sur-Mer collection taken in Columbia. 

During the business meeting Mrs. Kirby D. Shealy, 
president, called for committee reports from the follow- 
ing officers and chairmen, Mrs. H. H. Plowden, Mrs. 
Weston Cook, Mrs. H. L. Timmons, Mrs. David S. 
Asbill, Mrs. R. L. Sanders, Mrs. A. T. Moore, Mrs. 
L. C. Davis, Mrs. A. F. Burnside, Mrs. R. Wilson Ball, 
Mrs. Thomas Pitts, and Mrs. Gordon Seastrunk. 

Eight new members were taken into the Auxiliary 
at this meeting. They are Mrs. C. T. Weston, Mrs. 
Pierre LaBorde, Mrs. A. E. Cremer, Mrs. Hawkins K. 
Jenkins, Mrs. Fred Fellers, Mrs. W. H. Bridgers, Mrs. 
R. B. Ferguson, and Mrs. DuBose Egleston. 

New applicant members present were Mrs. Joseph 
H. Atwell, Jr., Mrs. Paul C. Wheeler, Mrs. Dana C. 
Mitchell, Mrs. Cliff Ratliff, Jr., and Mrs. C. Benton 
Burns. 

Honorary and out-of-town guests attending the 
luncheon were, Mrs. W. H. Folk, State Publicity 
Secretary, Mrs. Charles Kendall, Mrs. W. J. Shealy, 
Mrs. R. S. Watkins, Mrs. R. W. Houseal, Mrs. B. 
Graham, and Mrs. R. P. Burbage. 


MEDICAL AUXILIARY HEARS 
MRS. POWELL M. TEMPLES 


The Women’s Auxiliary of the Anderson Medical 
formally resumed its work +: the year 1948-49 at a 
lovely luncheon held at the Calhoun Hotel at which 
time the auxiliary was honored by the presence of Mrs. 
Powell M. Temples of Spartanburg, president of the 
Women’s Auxiliary of the South Carolina Medical 
Association. Mrs. Temples was introduced by Mrs. 
Sam Orr Pruitt, president, who presided at the affair. 
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Mrs. Temples’ address centered on an outline of President: Dr. Z. W. Gramling 

plans for the auxiliary during the coming club_year. Vice-President: Dr. E. B. Ellis | f 

Of particular local interest is the plan of the Anderson Secretary-Treasurer: Dr. J. S. Garrison 

Auxiliary to sponsor a canteen at the Anderson Mem- Spofecfocpeoofoebectoobocbooostpsdocbeoosfpsococetoedocbodentoctesotodee toto: 

orial Hospital to service the nurses, visitors at the ry “ 

hospital, and the public in general. It is the hope of the *¥ ~ 

auxiliary to get hereby raise money for its organization, ‘< 

as the plan has been successfully adopted by a num- + ESTES SURGICAL i 

ber of similar auxiliaries. < ~ 5 
A delicious four-course luncheon was served during % 

which time a number of guests were recognized. SUPPLY COMPANY x i 

Among these were Mrs. W. H. Folk, of Spartanburg, i 


2. 
. 


honfor 





p 
former president of the state auxiliary, presently the + 
state publicity chairman; Mrs. Harry Ross of the local Phone WAlnut 1700-1701 
auxiliary, also a former president of the state organiza- 
tion; Mrs. Ruth Birthright, Superintendent of Nurses 
at the Anderson Memorial Hospital; Mrs. W. E. Mc- 
Curry and Mrs. Hubert Milford, both of Hartwell. 

Mesdames McCurry and Milford, wives of Hartwell 

+ 


56 Auburn Avenue 

















physicians have been asked to join the auxiliary as ATLANTA, GA. 
associate members. i 
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WILLIAM EVANS LESTER 
Dr. William E. Lester, 60, died at the Mullins Hos- , THE CHARLESTON 
pital, December 11, after suffering from a_ seriou¢ t 


cardiac condition for the past six months. A native of 4 MEDICAL & SURGICAL 


Marlborough County, Dr. Lester received his educa- ti 
tion at Wake Forest College, the University of North 
Carolina and was graduated from Tulane University EQUIPMENT COMPANY 
School of Medicine (Class of 1911). He did post- 
graduate ee at the children’s hospital in Chicago 
and the Presbyterian Medical Center in New York 
City. He served in the armed forces during World “EVERYTHING” 
War I and was overseas for eighteen months. He had 
practiced medicine in Mullins for the past eighteen " 
years. sap ay for the Professional Man 
Dr. Lester is survived by his widow, the former 
Miss Emily Dean Smigh of Greer, and one daughter, 
Miss Elizabeth Evans Lester. 
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The ieuvtng county medical society officers have Sales & Showrooms 


recently been elected to serve during 1949: 
Greenville County Medical Society: | 0 EXCHANGE STREET 
ee me ve Charles Wyatt 
-resident-Elect: Dr. R. L. Cashwell 
— President: Dr. J. E. Crosland CHARLESTON, S. C. 
Treasurer: Dr. J. E. Lipscombe = if 
Secretary: Dr. Horace Whitworth Tel. 7783—Hours 9 A. M6 P. M. 
Chester County Medical Society: 
President: Dr. Conrad Smith 
nage Shel 9 were Dr. Malcolm Marion 
Ridge Medical Society: 














One of America’s Fine Institutions . 
Dedicated to the Scientific Treatment 
of Nervous and Mental Disorders .. . 


In a Setting of Inviting Friendliness and Simple Grace. 


OF! 


Newdigate M. Owensby, M.D., Psychiatrist-in-Chief, BROOK HAVEN MANOR SANITARIUM 
Atlanta Office, 384 Peachtree St. STONE MOUNTAIN, GA. 

















